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Abstract   This case examines out of home placement for Native American Children.   It tells the story of a Native American girl and her extended family who are caught in family dynamics resulting from intergenerational trauma.  In their attempts to resolve this situation they access the “systems of care” approach and the Indian Child Welfare Act to provide stable after care placement.   “Systems of care,” sometimes referred to as “wrap around services,” is a philosophy promoted by the US Department of Health to provide individualized, community based and integrative service. The Indian Child Welfare Act is a federal law that Congress passed in response to the alarmingly high number of Indian children being removed from their homes by both public and private agencies.  This case explores how these mental health systems and the Indian Child Welfare Act are challenged and applied in the best interest of a young Native American girl.
Part 1:  Initial Meeting

As a mental health service provider, I have witnessed countless heart-breaking stories impacted by “foster care drift.”  This situation occurs when children remain in foster care for extended periods of time, denying the children’s right to a permanent and stable home.  It can be caused by the foster care system’s inability to resolve the problems that led to placement or to recognize that family reunification is unlikely and consequently arrange for an alternative permanent placement. Children who have already been impacted by traumatic home environments often experience multiple foster care placements. Each move or transfer to a new home re-injures them and repeats their original traumas by disrupting the possibility for dependable placements where children could stabilize from these events. 

My professional work and development as a mental health provider focused on populations impacted by trauma, displacement, and grief and loss. I worked with children, adolescents, couples and families of all economic status primarily from the white dominant culture in the United States.   I received cultural diversity training in my course work and in on-going required trainings.  My work was respected and I felt I was making a difference in the lives of people, applying my knowledge and experience to what were sometimes very complex situations.
I had not been challenged yet with placement planning for a Native American child and using the Indian Child Welfare Act to address the cultural needs of Native American children within their families and tribal nations.  The Indian Child Welfare Act was a much needed federal law passed by Congress in 1978 to protect the interests of Native American Indian children from being removed from their homes by both public and private agencies. In the United States, between 1941 and 1967, “as many as one third of all Indian children were separated from their families.” (Woodard)
  “In Alaska, Native children make up 20 percent of the child population but 51 percent of those a state agency has placed in foster care; Montana, Nebraska, Oregon, Utah, North Dakota and Washington also have highly skewed numbers.  In Minnesota, the percentage of Native children in foster care isn’t just high; it’s gotten worse in recent years. (Woodard)
  There is a long history in our nation of the negative effects of colonization on Native Americans.  Home removal from homes and communities was the most alarming with detrimental impacts on children and their families.  In my mental health career, I did want to be a party to this devastating history and these statistics. 
Then Rosie walked into my life.   She was 11 years old, sporting a wide toothed grin, full of life and charisma.  All of the mental health providers in the office fell in love with Rosie, including me. Effective treatment involves that level of engagement, care and concern from providers. Some are easier to care about than others.  Rosie had us at “hello”    

Rosie was a Native American, living with her Grandmother Eva, from a tribal nation in the United States.  Eva was a respected Elder and was easy to like as well.  But Eva was tired and spent with traumatic family events affecting her life and her children. She was relieved to find a place to share her grief and find some long needed support.  Her eyes welled with tears as she revealed the tragic family story and the impact on Rosie.  

A robbery and multiple murders in the family home had taken Eva's beloved husband and two of her children, one of whom was Rosie's mother.  She had other children and many grandchildren.  All of them had been impacted by this trauma and Eva was left as primary caretaker of many of the grandchildren in her family home.   Rosie had developed self-destructive behaviors that Eva could not manage.  Some of these behaviors involved running away, substance abuse and making suicidal threats.   These had become more severe over the past year.   It was clear there was strong love between Rosie and Eva.  Rosie had bonded to Eva as her mother and was clearly dependent on her for security and stability.  Eva was in turmoil and wanted to continue to care for Rosie, but had reached her physical and emotional limit.  
Initially, tribal and state “wrap around services” and resources had been tried.  A  DSHS case worker had been assigned to coordinate “wrap around” care plans with tribal mental health providers, educational providers and the family members.  Numerous meetings of this care team had occurred to assess and plan for strategies and seek resources to support Eva and Rosie to remain in the home.  As part of the recommendation of this team, Eva and Rosa began to meet weekly with a mental health provider in their tribal community. A safety plan and behavioral strategies were developed for Rosie. It was difficult to assess the quality of this therapeutic relationship between Eva, Rose and their care team or what strategies were developed or effective.  Additionally, this care team had not found or tried another tribal home or family members where Rosie might live.  

State Regional Support Networks promote and coordinate local resources to keep individuals living in the least restrictive environment.  This coordination of care is often referred to as “systems of care”, or “wrap around services.”  It is a system for delivering services to children and their families that is child-centered, family focused and family driven, community-based, and culturally competent and responsive to the needs of the children and families being served.  This system values services integrated services with coordinated planning.  A system of care planning team creates a comprehensive treatment plan which assesses needs and strengths across multiple domains.  The first two domains on the list to assess are “safety” and “a place to live”.  Others domains include family, religion, cultural, social, recreational, physical health and/ or medical, education and vocational.  

Under the coordination of the State Regional Support Network, this care team had met and determined all local resources available had been attempted and were unable to support Rosie’s safety in her grandmother’s home.   Rosie was considered a “danger to herself” due to her continual running away, substance abuse and suicidal ideation.  In situations such as this, a psychiatrist on the systems of care team is required to petition the court in order for an individual to be considered for a more restrictive placement.  A court order was entered and Rosie was placed in our state funded in-patient treatment facility for 6 months, which is the normal length of stay.  This can be amended after 6 months if an individual does not become stable within that time period.  Again, this requires another court order initiated by the systems of care team psychiatrist.  To protect individual rights, these court orders for restrictive placement are applied only when an individual is deemed a danger to him or herself or others and can only be initiated by a psychiatrist.  

When Eva and Rosie arrived at our doorstep, they were clearly in the middle of the effects of the fallout of trauma and exhaustion from attempts at creating safety.   Immediately the state and tribal systems of care team met with our in-patient treatment team and Eva and Rosie to create a comprehensive treatment plan, assessing the needs and strengths of all treatment domains. The providers on the “wrap around systems of care” team included the state and tribal case worker, state regional network lead, grandmother Eva, Rosie, Rosie’s aunt and uncle, the inpatient psychiatrist, nurse, recreation therapist, discharge planner, teacher and  mental health therapist,  Discharge planning begins the moment an individual enters in-patient care.  The family is considered to be the leaders of the team.  Both Eva and Rosie wanted the discharge plan to focus on a return to grandmothers home. 

Part 2: Discharge Support Services for Eva and Rosie

In subsequent system of care consultation meetings, it became clear to Eva she could not continue to care for Rosie.  Her physical health was declining.  To safeguard native children from being removed from their homes, tribes employ case workers and personnel who are dedicated to the implementation of ICWA.   On this treatment team, a case worker worked collaboratively with the tribal community to obtain resources to ensure Eva would not be removed from her family.  

We explored other placement options in the extended family and identified an aunt and uncle who were in good health and were willing to provide a home for Rosie. They lived on a local reservation, but didn’t have adequate housing for Rosie so the Tribe funded a home on the reservation with a separate bedroom for Rosie.  Everyone on the team was happy about this solution.   Family meetings with the aunt, uncle and Rosie proceeded in a positive manner and everyone was hopeful.  Weekend visits began and were successful for the first few weekends.  

Then Rosie began running away from the aunt and uncle’s home back to Eva's home where she again got involved with cousins and drugs and alcohol.  Eva was still conflicted and wanted to have Rosie.  The aunt and uncle were not able to have children and wanted to raise Rosie as their child, but Rosie found security with her grandmother and wanted to return to live with her.  Rosie would engage in behaviors that would create rifts between aunt and uncle and grandmother, turning them against one another and challenging family unity and loyalty.  In one of our sessions, Rosie in all her maturity and wisdom said “I can't live on the reservation. When I go there, I get back in all my old habits with all my cousins and old friends.”  

All providers on the state “systems of care”  team met with the in-patient team to discuss a new placement plan.  Rosie and her grandmother requested a placement in a neutral environment away from the triggers of drugs and alcohol and the splitting that occurred between grandmother and aunt and uncle.   They wanted to try another approach and move Rosie away from the reservation.

 As I sat at the table with all of these providers, I was overwhelmed with the complexities and needs of this family.  Rosie and Eva needed to be with one another. The aunt and uncle had also been impacted by the family trauma.  What were their needs? They wanted to provide a support role in this extended family for both the grandmother and Rosie as a way for their healing.    The immediate concern to address Rosie’s needs for safety was not addressing the larger family needs for healing.   How was this team to sort this out?   How would moving Rosie away from the reservation serve all of these needs?  Wouldn’t it just reinforce separation and trauma? What were in the best interests of this Native American girl and her family?     
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2003B.2: Improving Child Welfare Outcomes through Systems of Care 

ELIGIBLE APPLICANTS: State, territory, county or city child welfare agencies and federally recognized Native American Tribes are eligible applicants. No more than one application will be funded from any one State in order to insure geographic distribution of the awards. Collaborative applications are acceptable, however applications from collaborations must identify a primary applicant responsible for administering the grant.

PURPOSE: The purpose of the awards under this priority is to assist States in addressing child welfare needs and issues raised during the Child and Family Service Reviews, in the statewide assessments, final reports, or Program Improvement Plans. These awards will be funded as cooperative agreements to build home and community based "Systems of Care" to improve outcomes for children and families at risk of child maltreatment, children who have been substantiated for maltreatment but have not been removed from the home, or children in state custody (foster care). A Systems of Care approach is based on the development of a strong infrastructure of interagency collaboration, individualized care practices, culturally competent services and supports, child and family involvement in all aspects of the system and measures of accountability. Systems of Care have shown promise in working with various at-risk child and family populations. Given the Children's Bureau's mission of child safety, permanency of placement, and well-being of children and families, it is incumbent that new and promising approaches to supporting children and families be tested. Systems of Care have shown promise in helping stabilize placements of children and addressing, in a positive fashion, the mental health needs of children, youth and their families. Child welfare is poised to take advantage of these lessons and implement this kind of systemic change that will fundamentally t ransform the child welfare system's polices, practices, and relationships with other child and family serving agencies.

BACKGROUND INFORMATION: The child welfare system has undergone a tremendous amount of change during the past decade. Federal law has stimulated much of this change including the Adoption and Safe Families Act of 1997, amendments to the Social Security Act, which authorized reviews of title IV-B and IV-E compliance, the Multi-Ethnic Placement Act, 1996 amendments to the Child Abuse Prevention and Treatment Act, and the Children's Health Act of 2000.

The Federal Government has recently implemented the Child and Family Service Review (CFSR) process. More than half of the States have gone through their initial review and many are in the process of preparing their Program Improvement Plans. The Child and Family Service Reviews emphasize child welfare practice principles such as family-based child welfare practice, community-based services, individualizing the case planning and service delivery system to the unique needs of children and families, and strengthening the capacity of parents to care for their children whenever possible and appropriate. In many situations, making lasting improvements that incorporate these principles requires changing the culture of child welfare agencies and the conceptual framework within which services are delivered.

States must direct their change efforts to both day-to-day practice in the field and the supportive infrastructure of the agency that affect the outcomes of services for children and families. This type of system ch ange is difficult; requiring large amounts of time, strategic thinking and resources to implement the changes effectively. With the ever-present responsibility fo r assuring the safety, permanency and well-being of children in their care it is difficult for child welfare agencies to devote the time or resources needed to step back and make the necessary system adjustments.

While many systemic changes focus on State child welfare systems, other efforts are focusing on the agencies' child serving partners in education, mental health, juvenile justice and substance abuse in order to make similar reforms. For example, during the last twenty years public departments of mental health have begun to assume more responsibility for serving children and adolescents who have serious emotional disturbances. Federal legislation and subsequent appropriations have given State, county, city, territory, and federally recognized Native American Tribes funds to build interagency Systems of Care to address the mental health needs of youth in all child serving systems. In education, amendments to the Individuals with Disabilities Education Act (IDEA) call for more collaboration with other child serving systems in dealing with the various needs of children who are eligible for special education services. The juvenile justice system has also undertaken similar reforms including requirements to assess and address the mental health needs of youth in their custody.

This need for change within the child welfare system and its partner agencies calls for a new investment of time and funds in child welfare in order to achieve, manage, and sustain lasting change. State child welfare agencies must not only define their course toward systemic change internally, but must also be able to work collaboratively with partner agencies in order to assure the safety, permanency, and well-being of children and their families effectively.

The notion of community-based, interagency Systems of Care has shown merit in effectively serving the many needs of children within the context of their home, community and school. Does it have merit in helping achieve positive outcomes for children and families involved with the child welfare agency and its partner agencies? This grant program will try and answer that question.

Results of the Child and Family Service Reviews from the first thirty-two States indicate that a majority of those States are having difficulty achieving consistently positive outcomes in the areas of safety, permanency and wellbeing for children and families. Some of the areas cited as needing particular improvement are: 

· More effective services to protect children and prevent removal from their homes (16 States) 

· More comprehensive and consistent needs assessments of family members and appropriate matching of services to needs (31 States) 

· More active involvement of children and parents in case planning (27 States) 

· Increased attention to the educational needs of children (25 States) 

· Increased attention to the physical health needs of children (20 States) 

· Increased attention to the mental health needs of children and families (30 States) 

Child welfare agencies are beginning to address issues that have emerged from the Child and Family Services Reviews through Program Improvement Plans, and some State agencies are using this as the opportunity to create true system change. This priority area builds on the need to pursue systemic change in child welfare in order to serve children and families more effectivel y. Questions to be answered by this effort include: Do the underlying values and principles of the Systems of Care model support needed systemic changes throughout child welfare agencies? How can a child welfare agency provide leadership in a Systems of Care approach that involves the commitment of other child serving agencies? What would a child welfare-driven Systems of Care model look like? How effective will the Systems of Care approach be on the various populations within the child welfare system? Can families be partners in a child welfare-led System of Care? How might a child welfare-led System of Care address the issue of children who might need to receive services prior to or without coming into state custody?

Systems of Care History: Since the passage of Public Law 94-142 in 1975, the Individuals with Disabilities Education Act, which insures that all children with disabilities have available to them a free and appropriate education in the least restrictive environment, there has been a growing movement to deliver services to children within the context of their home, school, and community. It has also become clear that no one child-serving agency, because of either policy, programmatic, or financial limitations, has the ability to provide all the necessary services and supports needed by families with children who have disabilities such as mental health disorders and/or are vulnerable to abuse and neglect. During the early 1980's Local Educational Authorities (LEA) joined child welfare in supporting children with various disabilities, yet children with serious emotional disturbances remained un-served, underserved, or inappropriately served with very few children getting the mental health services they needed. In 1984, the National Institute of Mental Health, United States Department of Health and Human Services, responded to this by beginning a program called the Child and Adolescent Service System Program (CASSP), to help States design "Systems of Care" to address the mental health needs of children who were experiencing a serious emotional disturbance.

The Systems of Care principles of this program have had a profound impact on where and how services are delivered to this population of children and their families. The principles include: 

· Children and their families are best served within the context of their home and community;

· The System of Care needs to be culturally competent;

· Families need to be involved in all aspects of designing, building and sustaining their System of Care;

· Each child and family is unique; therefore, services and supports need to be tailored to meet the individual needs of each child and family served;

· Plans of care need to address the strengths of children and their families;

· Interagency collaboration is critical for the success of the System of Care because the needs of children and families cut across agencies; and

· Measures of accountability need to be developed to insure that client and system-level outcomes are measured.

The Robert Wood Johnson Foundation, from 1988 to 1992, supported testing the viability of these Systems of Care strategic plans by investing funds to build the infrastructure, create, and purchase the services for children who had the most profound disabilities. The results of this effort showed that, in fact, children who had serious emotional disturbances could be served effectively within the context of their home, school, and community and that these services and supports could be provided in a cost-effective manner.

In 1993, Congress passed legislation that created the Comprehensive Community Mental Health Services for Children and Their Families Program (Public Law 102-321). Built upon the work of the previous Federal grant program of the mid-eighties and the Robert Wood Johnson Foundation effort, Federal funds were then allocated to help communities build Systems of Care. The Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, U.S. Department of Health and Human Services administers the program that has now served over 60 thousand children in over 80 communities. Notably, nearly 25 percent of the children served have been referred from the Child Welfare System.

The results of this program have been very promising. Children and youth enrolled in Systems of Care have shown greater placement stability than children with the same level of disability that are not enrolled; school grades have improved; enrollees have fewer contacts with the juvenile justice system; children and youth with the highest levels of pathology have shown significant gains in their mental health status; parent and youth satisfaction has been very high and costs associated with serving children who have the highest level of disability have been lowered. 
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